+

MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENTY OF FUBLIC HEALTH AND WELFARE
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=62-048014

STATE FILE NUMBER

1. PLACE OF DEATH

a. COUNTY

Residence before
admission)

2. USUAL RESIDENCE (Where deceased f ingtitution:
a. STATE 'h. COU

b. ccl)‘gv {If outsidg_cedperate 1imits, give NSHIP only) Length of stay in 1b cm' L Inside Limits
TOWN M TOWN Yer -0 O
<. FULL NAME OF fif NOT in hospital, ide Limits d. STREEY ¥ if du ude, give location) Reside on Farm
HOSPITAL OR ADDRESS
INSTITUTION Yes [[No O ﬂ I/ Yos 00 No
i Pt
3. (nTuME OF ns)cnssn First Middie Last 4. DénFT Mqnh Day Yaar
ype or print
DEATH —_
WBLT Ep . KosegTS -
5. LOR OR RACE 7. Married (B~ MNever Married [ |8. DATE OF & 9. AGE ilm irthday) |IF UNDER 1 YEAR [ IF UNDER 24 HR
6 ZZ Widowed [ Divarced [] q’ ?"liﬂ} Months | Days Hours—l Min.
104 #SOAL OCCUPATION (Give kind of wort done | 10b. KIND OF BUSINESS OR INDUSTRY[ 1. HPLACE {City and dm or country} | 12. CITIZEN OF WHAT COUNTRY
- working life, ev M , %0 J} \5)
AALexN fff UV’ YTV i )
13b. MOTHER" EN NAME ~ ¥ 'IWE OF HASBARD.QR WIFE
.
e, y VA P LALDT] I(%._/ HM
IS. WAS DECEASED ; 5. ARMED FORCES? Ti —eArTAl CEFNBITY RIS INFORMANT " 7 P

f yos, give war or dates of service)

(Yes, no, or_unknown

18. CAUSE OF DEATH (Enter only ene couse per line for

.,
Tl

W3, (Kot

PART ). DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

7T

Conditions, if any, DUE TO {k}

;l’ 2’!3

which gave rise to
sbove cause (a),
stating the under-

lying cause last. DUE TO {c)

PART N.

OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal
disease condition given in PART ! (a)

PART 10V,

If decessed woaz  female was

there a pregnancy in last 90 days.

I 0O Yes ! 0O Ne I O Unknown

21.

{ attended the deceased from_ﬁu%_Azé;
Death occurred at.

z
e
-
<
o
E 19. WAS AUTOPSY | 20s. ACCIDENT _ SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART t or PART 1| of item 18.)
& PERFORMED? ] m} O
v YES{] NOJ
—
I | 720c. TIME OF  Hour  Month, Day, Year
o INJURY a.m,
g p.m.
20d. INJURY OCCURRED 20a. PLACE OF INJURY (e.g., in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, sireet, office bidg., eic.)
NOT WHILE AT WORK (O
w -
fomé_%nd last saw R::.. alive o o 6

P m on the date stated above, and to the best of my knowledge, from the causes stated.
Fosme. Y

{Degree or title)

QP

22b. ADDRESS

/AL

Sdlus

22¢. DAT SiG D

23s. BURTAL, CREMATION,
REMOVAL ify)

24, FUNERAL DIRECTOR ..

TT5e NAME OF CEMCIERY OR CREMATORY

. DATE RECD) BY LOCAl REG. |2

-~ 2

WOCATION (City,” towpsjor_county) (S¥bte)
s %Z 1 r ’
GISTRAR'S SIGNATURE
N\

Lot Y.

aemed Embalmer’s 5tatement on Raverse Side)




STATEMENT. 8Y LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by
working under my personal supervision. .
Student Signed vpp‘% M

Signature of Student Embalmer

Licensed Er'r"nb.almer No. ;’IL-’/,/ 7

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Faildfe to comply
with the above constitutes grounds for revocation of license).

If embalmed by a.STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




